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Abstract

Purpose: Loneliness and social isolation (SI) can significantly impact the health and well-being of older adults, yet it remains unclear whether
healthcare providers address these issues with their older patients. This pilot study examines providers’ communication and comfort levels
regarding loneliness screening.

Methods: A convenience sample of providers who interact with older patients was recruited from healthcare and long-term care settings in
Central Florida (n=59). Communication about social isolation and loneliness was adapted from the revised UCLA 3-item Scale. De Jong Gierveld’s
loneliness 6-item scale measured social and emotional loneliness. Comfort levels with loneliness screening (4 items) were adapted from a food
insecurity screening study.

Results: Providers had a mean age of 46 years, with the majority being female (70%) and white (67%), and an average of 17 years of practice
experience. Approximately 60% of providers believed loneliness screening should be conducted during every visit with older patients. All scales
demonstrated high internal consistencies (Cronbach’s alphas ranged from .825 to .897). However, communication about loneliness and social
isolation was low, with mean item scores of 2.34 and 2.15, respectively. Overall, providers reported moderate comfort levels in conducting such
screenings (mean=3.72 on a 5-point Likert scale).

Discussion: This pilot study provides evidence of the high reliability of validated measures for assessing providers’ communication and comfort
levels in screening for loneliness and SI. The findings highlight low communication and moderate comfort levels among providers and the need for
provider training to facilitate early intervention, particularly for older patients.

Keywords: Loneliness, Social Isolation, Screening, Healthcare Provider, Older Patients, Florida

Introduction

providers address these issues with their older patients. This pilot
study examines providers’ communication and comfort levels
regarding loneliness screening.

The Silent Epidemic: Loneliness and Social Isolation in
Older Adults

Research has established that loneliness and social isolation Loneliness and social isolation, while related, are distinct
significantly impact the health and well-being of older adults (CDC,

concepts that affect older adults’ health. Social isolation refers to
n.d.; NIA, 2021). However, it remains unclear whether healthcare

having few social contacts and limited regular interaction, while
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loneliness is the distressing feeling of being alone or separated
(NIA, 2021). While these terms are not significantly linked, they are
often used interchangeably and have similar health implications.
Loneliness has been recognized by the World Health Organization
(WHO)’s Campaign to End Loneliness as a determinant of health.
Commonly used measures for assessing loneliness and social
isolation include the UCLA Loneliness Scale [1] and the De Jong
Gierveld Loneliness Scale [2], which evaluate feelings of loneliness,
social relationships, and perceived social support.

Research demonstrates that loneliness and social isolation
have significant impacts on physical and mental health, quality
of life, cognitive decline, and mortality, particularly among older
adults [3]. National surveys point out that more than one-third
of older adult’s report feeling lonely, and about 1 in 4 (25%)
community-dwelling older adults are experiencing social isolation
[4-6]. The combined effects of loneliness and social isolation on
health outcomes among older adults have been investigated by
Barnes and colleagues (2022) [7], who found significantly higher
rates of emergency room visits among those who were both lonely
and socially isolated, highlighting the potential cumulative negative
consequences of these experiences.

The Essential Role of Providers in Addressing Loneliness

Primary care providers and nurse practitioners are uniquely
positioned to address loneliness and social isolation [8, 9], despite
older adults typically not seeking office visits due to feeling lonely or
socially isolated [10]. Through regular assessments, conversations,
and observation of well-being, healthcare providers can identify
older adults experiencing loneliness and social isolation. They offer
referrals and support, connecting them to community resources
such as volunteer organizations, senior centers, and faith-based
groups. Additionally, providers explain the impact of loneliness
and social isolation on health and provide ongoing monitoring and
follow-up support.

However, despite the critical role of healthcare providers in
addressing loneliness and social isolation, research by Tung and
colleagues (2021) [11] reveals a gap in patient screening and
assistance for social isolation within primary care settings. Their
findings show that most patients (87%) had not been asked
about social isolation in healthcare settings, despite low levels
of discomfort with providers providing such screenings (94%).
By working to identify and support older adults who may be
experiencing these issues, healthcare providers can positively
impact their health and well-being.

Leveraging Social Prescribing: Connecting Older Adults
to Community Support

Recent research highlights effective strategies, such as “social
prescribing,” which involves linking patients with nonclinical
support services in the community [12, 8]. This approach includes
activities like walking groups and volunteer opportunities. The
National Academies of Sciences, Engineering, and Medicine
(NASEM) recommends that clinicians periodically assess at-risk
patients and connect them with community resources [5]. Primary
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care physicians can facilitate social prescribing by directly referring
patients to community-based agencies or providing access to
support service directories [13, 12, 5].

Additionally, peer support groups, particularly those focused on
chronic disease self-management, have a strong evidence base in
addressing social isolation and loneliness [14, 5]. Although current
evidence is limited, cognitive behavior therapy and interpersonal
psychotherapy can potentially mitigate negative perceptions of
social interactions [5]. In addressing loneliness and social isolation
among older adults, healthcare providers play a crucial role by
implementing tailored interventions and facilitating connections
with community resources.

Study Gaps

While healthcare providers play a crucial role in addressing
loneliness and social isolation among older adults, standardized
screening procedures within healthcare settings are lacking,
potentially hindering timely interventions. Many providers may
lack the necessary training or feel uncomfortable discussing
these sensitive topics, leading to uncertainty about the extent
of discussions between healthcare providers and older patients
regarding loneliness and social isolation. This highlights the need
for further investigation to inform tailored interventions and
enhance patient-provider interactions.

Purpose

This study aims to investigate healthcare providers’
communication practices and their comfort levels with screening
for loneliness and social isolation among older adults. By examining
these aspects, the study seeks to provide insights that can inform
the development of guidelines and training programs tailored to
healthcare providers. These initiatives aim to enhance healthcare
professionals’ ability to effectively address loneliness and social
isolation in clinical practice, ultimately improving patient care and
well-being.

Methods

A convenience sample of providers who see older patients
was recruited from the Central Florida area’s healthcare and long-
term care settings (n=59). Communication about social isolation
was adapted from the UCLA 3-item Loneliness Scale [1], a short
adaptation of the 20-item Revised UCLA Loneliness Scale [15]. De
Jong Gierveld’s 6-item loneliness scale assessed overall, emotional,
and social loneliness [2] and was also adapted in the current study.
The UCLA Loneliness Scale and The De Jong Gierveld Loneliness
Scale are reliable and valid measures of loneliness in older adults.
They are widely used in research studies and clinical practice.
Comfortable levels with loneliness screening (4 items) were
adapted from a recently published food insecurity screening study
[16].

The UCLA Loneliness Scale, comprising three self-report items,
assesses feelings of loneliness and social isolation in older adults.
These items inquire about the frequency of lacking companionship,
feeling left out, and experiencing isolation. The De Jong Gierveld
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Loneliness Scale, a 6-item self-report tool, evaluates emotional
and social loneliness among older adults. Its items gauge various
aspects including feelings of being left over, isolated from others,
having companions to talk to, having many friends, experiencing
loneliness, and feeling part of a group of friends, providing a
comprehensive assessment of loneliness and social connectedness.
The comfortable levels with loneliness screening ask if providers
are comfortable screening patients for loneliness, talking with
patients about challenges to deal with loneliness, financial concerns
patients may have, and talking with patients about companionship
or home assistance programs in the community.

Descriptive analyses were used to examine the demographic
characteristics of study participants, such as age, gender, race, and
relevant background variables. Additionally, descriptive statistics
were used to examine the means and distributions of the loneliness
and social isolation scales and their individual item statistics. To
ensure the reliability of the measurement scales, Cronbach'’s alpha
coefficients were calculated, assessing the internal consistency
among the items within each scale.

Results

The study sample consisted of healthcare providers with
an average age of 46 years, predominantly female (70%), and
67% identified as white, with an average of 17 years of clinical
experience. A substantial portion of providers (about 78%)
reported they screened older patients for loneliness during
appointments. Approximately 60% of providers advocated for
routine loneliness screening during each older patient encounter,
contrasting with only 12.5% who suggested annual screening or

Table 1: Communication about Loneliness Scale (n=59).

screening based on specific risk factors. Case managers (16.9%),
social workers (18.6%), and nurses (15.3%) were identified as the
primary professionals suited to conduct such screenings.

Internal consistency analyses using Cronbach’s alpha
coefficients indicated robust reliability across all scales, ranging
from .825 to .897. Specifically, the Cronbach’s alpha coefficient for
the UCLA Loneliness Scale (3-item) was .897, with corrected item-
total correlations (CITC) ranging from .783 to .824. The mean score
for scale items was 2.15 on a 3-point Likert scale Table 1. For the
De Jong Gierveld Loneliness Scale (6-item), the Cronbach’s alpha
coefficient was .830, with CITC values ranging from .333 to .735,
and the mean score for scale items was 2.34 on a 3-point Likert
scale Table 2.

Additionally, the provider’s comfort level with the loneliness
screening scale (4-item) demonstrated satisfactory internal
consistency, reflected by a Cronbach’s alpha coefficient of .825
and CITC values ranging from .546 to .781. The mean score for
scale items was 3.72 on a 5-point Likert scale Table 3. Further
exploration of emotional loneliness versus social loneliness, based
on De Jong Gierveld’s loneliness measurement, revealed that
providers exhibited lower communication regarding emotional
loneliness, such as feelings of emptiness, loneliness, or rejection
(item means=2.09), compared to social loneliness, such as
having someone to rely on, trust completely, or feel close to (item
means=2.59). Interestingly, less than 50% of the providers “often”
asked about emotional loneliness among their older patients
(26%~46%), while a higher percentage reported “often” asked
about social loneliness (54%~80%).

I ask my older patients ...
(Communication-Loneliness-1) ... a lack of patient companionship. 2.10 (.788) 0.824 0.835
(Communication-Loneliness-2) ... their feelings of being left out. 2.10 (.718) 0.797 0.853
(Communication-Loneliness-3) ... about social isolation. 2.23 (.667) 0.783 0.869

Communication-Loneliness Scale (3-item)

Item mean = 2.15 Cronbach’s Alpha =.897

Table 2: Communication about loneliness Scale (n=59).

I ask my older patients if they ...
(Communication-EL1) ... feel a general sense of emptiness. 2.08 (.774) 0.735 0.771
(Communication-SL1) ... have people they can rely on when they have 2.59 (.637) 0.444 0.831
problems.

(Communication-SL2) ... have people they can trust completely. 2.38 (.747) 0.655 0.79

0.722

(Communication-EL2) ... feel lonely. 2.28 (.759)

0.775

(Communication-SL3) ... have support system including those they feel 2.79 (409) 0.333 0.845
close to.
(Communication-EL3) ... feel rejected in aspects of their life. 1.92 (.774) 0.706 0.778
Communication-Loneliness Scale (6-item) Item mean = 2.34 Cronbach’s Alpha =.830
Notes: EL=Emotional Loneliness; SL=Social Loneliness ‘
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Table 3: Reliabilities of Provider Comfortable Level in Loneliness Screening Scales (n=59).

I'm comfortable ...

(Comfort-loneliness-1) ... screening my patients for loneliness 4.00 (.877) 0.729 0.763
(Comfort-loneliness-2) ... talking with my patients about challenges to deal with loneliness. 3.88 (1.067) 0.782 0.722
(Comfort-loneliness-3) ... talking with my patients about financial concerns they may have. 3.38(1.372) 0.624 0.805

(Comfort-loneliness-4) ... talking with my Patients about (.:ompanionship or home assistance 3.63 (1.192) 0.546 0827
programs in the community.

Provider Screening Comfort Scale (4-item)

Item mean = 3.72

Cronbach’s Alpha = .825

Discussion

The findings underscore a significant proportion of healthcare
providers advocating for routine loneliness screening among older
patients during appointments, signaling an increasing recognition
of loneliness as a health concern in clinical settings. However, some
providers suggest less frequent screening, revealing potential
variations in perceived necessity and implementation challenges.
Identifying case managers, social workers, and nurses as the
most suitable professionals for conducting loneliness screenings
highlights the importance of interdisciplinary collaboration in
addressing complex psychosocial issues like loneliness. This also
prompts questions about the training and preparedness of different
healthcare professionals to identify and intervene in loneliness
among older patients effectively.

Thestudy’srobustreliability of measurementscales,asindicated
by high Cronbach’s alpha coefficients, enhances confidence in the
validity of the findings. This underscores the suitability of the scales
for assessing provider-patient communication about loneliness
and providers’ comfort levels with loneliness screening practices.
Additionally, the study reveals modest levels of communication
among healthcare providers regarding loneliness and social
isolation, with lower scores observed for discussions on emotional
loneliness than social loneliness.

While limited research has examined healthcare providers’
screening for social and emotional loneliness, an English community
study provided empirical support for the conceptual differences
between these two aspects of loneliness among older adults [17].
This raises questions about the factors influencing providers’
comfort levels and communication patterns in addressing different
facets of loneliness. Consequently, there is a need for further
exploration to inform interventions aimed at improving provider-
patient communication in this domain. In light of these findings,
policy interventions for older adults should also consider a range
of divergent strategies if both emotional and social loneliness are to
be effectively addressed [17, 13].

The study’s findings reveal a concerning trend of low to
moderate provider-patient communication about
despite most providers’ extensive experience in the field. Barriers
to effective communication persist among healthcare providers,
including inadequate training, resources, and hesitancy to discuss
sensitive topics. Additionally, measuring loneliness and social

loneliness

isolation poses challenges due to their subjective nature. The study
highlights the potential role of “other providers” beyond physicians
in addressing these issues. It emphasizes the importance of patient-
centered care, as advocated by social prescribing approaches
(National Academies of Sciences, Engineering, and Medicine, 2020).
These findings underscore the urgent need to enhance awareness,
training, and support for healthcare providers in addressing
loneliness among older patients [18, 19].

To address these challenges, healthcare systems should
implement strategies such as standardized screening protocols,
interdisciplinary collaboration, and tailored communication
skills training. Equipping providers with the necessary tools and
resources will better support older adults in addressing loneliness
and improving overall well-being. Developing targeted training
programs, evaluating early intervention strategies, and refining
measurement tools are crucial to improving the quality of care for
older adults experiencing loneliness and social isolation.
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